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An unannounced anogal and complaint survey
was conducted at this facility from May 15, 2011
through May 26 201 1. The deficiencies

contained in this report are based on observation,

interviews, review of residents’ clinical records
and review of other faciiity documeniation as
indicated. The facility census the first day of the
survey was 58. The survey Stage ll sample
totaled twenty-nine (29) residents.

483.10(b)(5) - {10}, 483.10(b}(1) NOTICE OF

' RIGHTS, RULES, SERVICES, CHARGES

" The facility must inform the resident both crally
and in writing in a language that the resident
understands of his or her rights and all rulgs and
regulations governing resident conduct and

responsibilities during the stay in the facility. The °

facility must also provide the resident with the
notice {if any)} of the State developed under

§1919(e)(8) of the Act. Such notification must be

made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments to It, must be acknowledged in
writing.

: The facility must inform each resident who is

- enfitled to Medicaid benefits, in writing. at the time |

- of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
itemns and services that are included in nursing
facility services under the State pian and for

“which the resident may not be charged: those
other items and services that the facifity offers
and for which the resident may be charged, and
the amount of charges for those services; and

i
inform g@ach resident when changas are made to |

the items and services specified in paragraphs (5)

F156

‘R37 was originally admitted to the

?facility through a respite agreement
with Delaware Hospice. The family of
iR37 has been advi;ed verbally of her

irights to Medicare and Medicaid since

F 156 ipermanent residency has been

‘established. information and Medicaid
?appﬁc:ation is now:includect in the
‘standard admission packet. Medicare

'in the admission packet.

ieligibilltv information is also Included

%Other residents m;ay be affected by

;their fack of knowledge of the

‘Medicaid process and information and

1applications are available in the
 Business Office,

IThe Business Office Manager {E20)

ihas received education on the

%inciusion of Medicaid and Medicare
.information in the admissions packet.

. The Adminlistrator or designee will
i monitor the admissions packets and

Evariances will be reported to the

l Quality Assurance Committee.

v
L

PPLIER REFRESENTATIVE'S SIGNATURE

LABORATQ%DR‘; OR PRQ /2'
g/La'7 4 I GrF

TITE

f @i Sbyador”

7

Ao déﬁe—ﬁz? stater@zjf?ﬁing' with an astergk

pIUgrEMm pariizipation,

denotes 2 defleiency which th
safeqyards provideSufficient protection {8 the patients. (See Instructions.) Excep
swwing thie date of survey whether or nat s plan of correction is provided. For nursing
days foligwing the date these documents are made availabie to the facility. If deficienc

7

& inglitution may bs excused from comecting proviting it is determingd thet
t for nursing homes, the findings stited above are diselosabls 85 days
hemes, the above findings and plans of correction are disgiosable 14
Rs gre ciied, an approved plan of correction is requisite to continued




FORM CMS-2567(02-89) Previous Versions Obsolats Event ID: 153714

Facility I0; DEON87 IF eontinuation sheet Page 10245

DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTER, 00/09/2011
FORM APPROVED
OMB NO. 0938-0361

-including any charges for serviges not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
- legal rights which includes:

“{i)(A) and {B) of this section.

' The facility,must inform each resident before, or

at the time of admission, and periodically during
the resident’s stay. of services available in the
faciiity and of charges for those services,

A desctiption of the manner of protecting .
personal funds, under paragraph (&) of this
section;

A description of the requirements and procedures |
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple’s |
non-exempt resources at the time of ‘
institutionalization and attributes to the community :
spouse an equifable share of resources which

; cannot be considered svailable for payment |
: toward the cost of the institutionalized spouse's
“medical care in his or her process of spending [
- down to Medicaid efigibility levels. ,
: t

I

A posting of names, addresses, and telephone
numbers of all periinent State client advocacy ;
groups such as the State survey and cerfification
agency, the State licensure office, the State '
ombudsman program, the protect:on and ;
advocacy network, and the Medicaid fraud control
anit; and a statement that the resident may flea |
complaint with the State survey and certification

 8gency concerning resident abuse, neglect, and |

misappropriation ¢f resident properly in the !

* facility, and non-compliance with the advance i

1
!
!
I

|

1

TATEMENT OF DEFICIENTIES (X1} PROVIDER/SUPPUIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
,EN?;TE[AE IF CORRECTION IDENTIFICATION NUMBER, COMPLETED
A.BUILDING
G c
RN
08AD20 § : 08/26/2011
NAME, OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP GODE :
N ME 254 WEST MAIN STREET
NEWARK MANOR NURSING HO NEWARK, DE 19771 |
XM 10 SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAN OF CORRECTION Do
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX "(EACH CORRECTIVE ACTION SHOULD BE | COMPLEION
TAG REGULATORY OR LEC JDENTIFYING INFORMATION) i TAG CROSS-REFERENCER TO THE APPROPRIATE | DATE
1 PEFICIENCY) ;
| |
F 186 Continued From page 1 i F196 i

§

FORM cms-zwr(uz-sa] Previous Verzions Dbaojute Evant 10:153T11

Facllity ID; DEOO18Y If continuation shoot Page 2 of45




g7/@81/2811 18:29

3016685665

PAGE 83/52

FRINTED: 08/09/2014

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-C381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A, BUILDING
C.
r B. WING
0BAD20 05/26/2011
MAME OF PROVIDER OR SUPPLUER STREET ADDRESS, CITY, STATE, ZIP CODE
R iN G HOME 254 WEST MAIN STREET
NEWARK MANOR NURS ' NEWARK, OE 19711
(X4 D SUMMARY STATEMENT OF DEFICIENGIES i 1D ? PROVIDER'S PLAN OF CORRECTION - | s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL [ PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETICN
AL REGULATORY OR LSC iDENTIMYING INFORMATION i TAE | CROSS-REFERENCED TO THEAPPROPRIATE  :  DATE
{ i DEFICIENCY)
k186 Continued From page 2 F 156

such benafils,

girectives requirements.

: The facility must comply with the requirements

- specified in subpart | of part 489 of this chapter
related to maintaining written policies and

» procedures regarding advance directives. Thege
requirements include provisions fo inform and

: provide written informmation to all acult residents
concerming the right to accept or refuse medical
or surgical treatment and, at the individual's
optien, formulate an advance directive. Thig
includes a written description of the facility's
policies fo implement advance directives and
applicable State law.

The facility must inform each resident of the
name, specialty, and way of contacting tha
* physician responsible for his or her care,

' The facility must prominently display in the facility
written information, and provide to residents and

" applicants for admission oral and written
information about how te apply for and use
Megdicare and Medicaid henefits, and how to
receive refunds for previous pa

This REQUIREMENT is not met as evidenced

by:

Based on review of facility documentation and
Interviews, it was determined that the facility
: failed to provide Medicaid/Medicare information
to residents and responsible parties upen
admission. Findings include;

Interview with R37's responsibie family membear
on §/17/11 at 11:17 AM revealed that she

yments covered by,

ORM EME-2ER7(0R-98) Pravidus Veralgns bacle

Event IL: 1837
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" Medicare.

from the packet.

records.

F 156 Continued From page 3

received an admission package when R37 was
first admitted yet the packet was missing the
“information on how {0 apply for Medicaid or

Record review revealed R37 was adrifted fo the
facility on 10/11/10 for physical tharapy and was
on Medicare A and had a privaie medical
insurance. Record review for R37 revealed that
the respansible parly (POA) family member
received an admission packet and signed
different documents which included the laboratory

. agreement, activity consent, photograph release,

: laundry/clothing requirements and the pharmacy
agreement. Information on Madicald or Medicare
was not found in the medical record.

Review of the facility admission packet revealed
the Medicaid or Medicare information missing

interview with E20 (Business Manager) on
524/11 at 10:10 AM revealed that she did not
review Medicaid or Medicare information with the

" residant or responsible party unless they brought
it up to her during admission or prior to the

- resident’'s adrmission. 8he stated that most

residents were private pay and recently had

- admitted only a few people on Madicaid. On
5/24/11, EZ0 stated that she had not ingluded
information on Medicaid or Medicare in the
admission packet and confirmed this finding .

" F 164 483.10(2), 483.75()(4) PERSONAL
ss=p PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and |
confidentiality of his or her personal and clinical .

|
F 156

1
H

FORM OMT 2587(02-93) Praviovs Versions Obsolalg Event 10:1893T11

Fadility 10: DEODM187

if continuation sheet Page 4 of45




@7/el/2811 1@:29 38165685665

PAGE B5/52

PRINTED; 08/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES (%1) PROVIDERMRSUPFPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
. ¢
06A020 B wne 05/26/2011

NAME OF PROVIDER OR SUPPLIER
NEWARK MANOR NURSING HOME

STREET ADDRESS. CITY, STATE, 1P CODE
254 WEST MAIN STREET

NEWARK, DE 18711

RS SUMMARY STATEMENT OF DEFICIENCIES : o] FPROVIDER'S PLAN QF CORRECTION P
PRIEFIX (FAGH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLE™ON
T6G REGULATORY OR | 5C IDENTIFYING INFORMATION) P TAE ! CROSS-REFECRENCED 7O THE APPROEFRIATE DATE
: i DEFICIENGCY) i
| |
F 164 Continued From page 4 i F 164

. Personal privacy includes accommodations,

- medical treatment, written and teiephone
communications, personal care, visits, and

" meetings of family and resident groups, hut this
does not require the facitity to provide a private
room for each resident.

Except as provided in paragraph {2)(3) of thig

- section, the resident may approve or refuse the
release of personal and clinical records to any
individuat outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health eare
institution; or record release is required by law,

The facility must keep confidential all information
contained in the resident's records, regardiess of
the form or sterage methods, except when
release is required by transfer to another
neaithcare institution; faw; third party payment

' contract; or the resident,

This REQUIREMENT is not met as evidenced
by: -

. Based on observation and interview, it was
determined that the facility failed to provide
personal privacy in the form of a privacy curain
for 1 {R43) out of 29 Stage | Sampled residants.
Firdings include:

R43 resided in & semi private room, Observation

Of R43's room revealed that there was na privacy
curtain during the suevey on $/18/11, §/18/11 and
hizar1,

y
i
i

|
!
F164

/A privacy curtain was installed in R43's
Toom,

-An audit of all resident rooms was
‘conducted and privacy curtains are in
iplace for all residents.

JThe Director of Housekeeping and ,
lLa undry will menitor the privacy 5
Ilcurtains as a component of weekly
fhousekeeping audits,

':Monthly audits, findings and variances
‘will be reported to the Quality
‘Assurance Committes.

i
1
]
:
1
1
i
1
!
i
i
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| ! i
Qn 5/24/11 in an interview, E6 (Plant Operations F225 ‘
Director of Maintenance) confirmad this finding. ; A
F 225 483.13(c)(1)(i)-(i), (c)(2) - (4) F 225 All reports of alleged abuse, neglect 7 '? 1
Sv=D INVESTIGATE/REPORT ; and mistreatment have been reported
ALLEGATIONS/INDIVIDUALS F and m =EN Fep -
. l [ta the State and the required five day ;
The facility must not employ individuals who have l fattow up has been sent. j
. been found guilty of abusing, neglecting, or | ] [
ristreating residents by a court of law: or have | All subsequent incident reports have - |
had a finding entered into the State nurse aide | ! 4 ] }f .
registry concerning abuse, neglect, mistreatment | been sent to the State with follow up f
of residents or migappropriation of thei_r property; | ‘according 10 regulation, We have ;
and report any lgnuwledge it hag of actions by a lverified that the fax machine is
court of law against an employee, which would .
indicate unfitness for service as a nurse side or ‘programmed with the correct date.
other facility staff to the State nurse aide regrstry i
or licensing authorities. ‘The Nursing staff has received in- ,
. o ‘service education on incident !
The facility must ensure that alf allaged viclations ! {5 C? ) t 0‘ . . !
involving mistreatment, neglect, or abuse, i jreporting including the requirement
- Including injuries of unknown source and , of reporting within 8 hours of the ;'
misappropriation of resident property are reported , ncident i
immediately to the administrator of the faciity and | i ’
to cther officials in accordance with State Jaw : . ) ) !
through established procedures (including fo the : ;'The Director of Nursing or designee i
State survey and certifieation agency). ; I‘wiM be responsibie for ensuring the
The facility must have evidence that all aileged Gompletian, transmission and 5 day
violations are theroughiy investigated, and must follow-up of incident reports. The
prevent fqrthgr potential abuse while the - Administrator will be given the
nvestigation is in progress. i itncident reports daily for review. i
The results of all investigations must be reported i ) . i
- to the administrator or his designateq ! | Any variances will be reported to the
representative and to other officials in accordance | | Quality Assurance Committee.
" with State law (including to the State turvey and | i !
. certification agency) within 5 working days of the | i |
. | : ;
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incident, and if the alleged violation is verified
appropriate corrective action must be taken.

. This REQUIREMENT is not met as gvidenced
by
review, interview and review of faciiity policy. it
. was getermined that the facility failed to ensure
that alleged violations involving alleged abuse
were Immediately reperted for one (RE3) out of
three sampled residents, for two incidents during
her stay at the facility. The facility also failed to
provide the five day follow-up in 2 timely manner
as required by regulations. Findings include:

A facitity policy entitted "Palicy Reparting of
Resident Abuse, Neglect, Mistreatment...and
Injury of Unknown Origin” under " Reporting
Incidents ... Reporting abuse, neglect,

" mistreatment ", dated §/3/08, stated, "...1. Any

reported by any Employee of the facility
..immedistely to the supervisor on duty ...4. An
incident report shall be completed by the
supervisor /charge nurse immediately after the
- incident is reported. 5. The BLTCRP shall be
notified via fax immediately, ufilizing the Division
_of Long Term Care Resident Protection Incident
" Report form...".

dated 8/23/10 and the investigation
documentation indicated that E37 (Nurse) was
aware of the incident on 8/16/10 yet the staff did

until 8/23/10. On 5/24/11 in an interview, E2

a Review of R53's alleged abuse incident report,

' Based on review of facility documentation, record ;

evidence of abuse neglect, mistreatment shall be -

not report it to the management staff or the State

SORM 1 51AS-2587(02-09) Pravicys Versions Obsolete Evert 15:153711
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F 225 Continued From page 7 L F 205

{Director of Nursing) stated that she reporied the i
- ncident of alleged abuse to the State immediately | '

as soon as she learmed about it on 8/23/10, E2 | i

stated that E37 was terminated as & result of not ! ]

' reporting the incident in a imely maaner to the | g‘ ;

State or facility management. i ‘

Review of the facility investigation documentation I }

revealed that the five day follow up was submitted : ;

to the state on 1/17/11. Review of DLTCRP '

agency 24-hr reporting database revealed that

the facility failed ¢ complete a follow up.

b. Review of a facility investigation for RS3 into !
arother alleged incident of abuse revealed the
Tacility failed to report the incidert inmediately to
the State agency. i

' Facility documentation review and the DLTCRP
State database indicated that the incident a
occurred on 3/10/11, but was not inifially reported |
to the State agency until 3/13/11 and that the five | ! !
day follow was not completed until 3/17/11. ' .

The facility falled 10 immediately report two

ailegations ¢f abuse and fafled to complete the 5

day follow up as required for R53. On 5/26/11in -

an interview, E2 confirmed this finding. '
F 24€ 483.15(e)(1) REASONABLE ACCOMMODATION F
33=c: OF NEEDS/PREFERENCES .

46

™3

A resident has the right to reside and receive |
! services in the facility with reasonable : ; ' }
accommodations of individual needs and f . i
' preferences, except when the health or safety of - ! i
the individual or other residents would be . ’ :
endangered. ' ‘

FORM (15-1387(52-00) Provicus Vorgions Obsalste Event 1D: 153711 Facility I0: DEDGH 87 If eontinuation shaet Page & of 45
o
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~This REQUIREMENT = not met as svidenced

by
gased on observation and interview it was
determined that 3 (R8, R25, and R71) out of 29
Stage fI sampled residants did not have a call
bell placed within reach {o call for assistance.
Findings include:

by the window. R25's call bell was observed
clipped to the light chain of the overhead light
which was located approximately 6 feet away.

R2& was assessed on 5/10/11 ag & high risk for
falls. R25's Care plan, entitied ”._is high risk for
Tails related to dementig”, dated 12/21/10,
ngluded the approach, "...be sure call light is
within reach and encourage to use it for
assistance as needed. "

edge of her blanket. The call hell cord was oo
short.

On 5/16/11 at 2:05 BM, the B2 (Diractor of
Nurses/DON) reptaced R25's call bal with one

too short,

Z. R8 was observed on 3/25/11 at 7:30 AM lying

“on her bed which was positioned next to the wall.
R8's call bell was observed on the floor under the !

1. R25 was observed on 5/16/11 at 1:45 PM lying
on her bed which wag positioned next to the wali

: ES (CNA/Certified Nurse Aide) confirmed that the
! rall bell was out of reach and atiached it to R25's |

that had a longer cord, acknowiedging that it was |

i %The call bells were placed and remain

‘within reach for R25, R8 and R71.

;An audit of call bells was conducted :
i ‘and all are placed within reach of the E

resident,
e

H

[The Nurse’s Aide staff has received in-
éservice education abaut the need for
“correct placement of the call bell.

H

‘The condition and functonality of calt

bells will be monitored weekly during
Building Maintenance Rounds. A
random audit of call bells will he

i Any variances will be reported to the

condueted during daily nursing rounds
_and corrections and disciplinary

I . .
bed which when fully stretched, barely clipped the | ?acmns will be taken, as appropriate.

'Quality Assurance Committee. I

;
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bed and the call bell was out of reach, An
interview with £12 (CNA) on 5/25/11 revealed g
that R8 needed help to get cut of bad and that :
her cail bel! should be by her side and within
reach. £12 stated that R8's calt bell was missing
the clip {o aftach it to the bed,

3. R71 was observed on 8/25/11 at 7:25 AM tying |
on her bed which was positioned against the wail . : |
with her call bel) on the floor and out of reach. E5 | '
' (Plant Operations/Maintenance Director) stated ' |
_that the clip was missing and proceeded out of , ;
the room to get a new clip. An interview with £13 : !
(LPN) on 5/25/11 revealed that R71 was not able | ;
to st on the bed by herself and needed
assistance to get up. E13 confirmed that R74
needed {0 have her call ball by her side. P
263 483.15(h}2) HOUSEKEEPING & ) F 253
§3-E MAINTENANCE SERVICES

{
H

The facility must provide housekeeping and ; : ;
- maintenance services necessary to maintaina | f
sanitary, orderly, and comfortable interjor. ) i

This REQUIREMENT is not met as evidenced | l
by: | . E
The facility failed to provide housekeeping and :
maintenance services necessary to maintain a

sanitary, orderly, and comfortable interior for 9

out of 29 Stage il residents. An environmental

teur was conducted with ES, (Flant Oparations

Director of Maintenance) and/or E8,

(Maintenance staff} that revealed housekeeping j

and maintenance daficlencies. Findings include: f

1. On 5/18/11 at 1:58 PM, an observation : I |
revealed that R46's room facked a chais. There ! i
! :

TCRM CME-2557(02-99) Praviouz Versions Obsaicla Event 10: 153711 Facllity 1D; DEOR1ET If continuatien sheet Page 10 of dg
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was anly 2 bed, 2 free standing closet #nd & night .
stand present. i
2 On 5M16/11 at 3:03 PM, an observation '
revealed that R24's room acked a chair. There

. was only & bed, a free standing closet and a night [

stand present.

3. On 5/17/11, an observation of R42's room ;
revealed gouges in the floor and dirt around the |
edges of the bedroom and bathroom fioors, On
5/17/11 at 8:50 AM, ES confirmed the gouges in
the floor and at 310 AM, E2 {DON) and E24
{Director of Mousekeeping and Laundry)

confirmed the dirly fioors.

4. On 54711, an observation was made of R24
and R46's room revealed cracked/loose flooring
that was curled up in the entry way of the room, a -
potentia! tripping hazard. On 5/17/11 2:27 PM, E5 .
confirmed the findings. !

5. On 5/17/11, an observation of R21's room
revealed gougaes in the floor and dirty bedroom |
and bathroom floors. There was an old french fry
on the floor next {0 the dresser andt 2 band aid on |
the fipor by the sink. The reom door would not -
stay in the open position, On 51711, at 12:20

Pit. findings were confirmed by E4 {RN Nurse
Stpervisor).

-8.0n 517/11 at 2:40 PM, an observation of :
. R47's room revealed gouges in the flooring. !

7.0n 5M17/11 2t 10:00 AM, an observation RE%'s
room revealed ditt and dust on the floor. At 10,07 |
AM, E4 came fo the resideni's room and
sonfirmed the findings.

r253

: L 6/,
R46 and R24 were given chairs. All 7/;’2 4

lrooms have been cleaned and dirt, ]
‘dust and debris have been removed. :
iThe flooring in all resident rooms
‘identified has been either repaired or
'scheduled for replacement, The
‘stain on the chair in R43’s room has
been cleaned. The walls have been
-repaired. The hoyer lift has been ?
CIEaned The filter has been replaced. = |
Al baseboards have been dusted. The
iwa!l tieater cover has been repaired.
;The calf bell in room 205 has been
ireplaced. The third floor dining room
iﬂoor has been cleaned. Windows
‘were fitted with screens. All privacy
curtains have been inspected and
laundered as indicated.  Stained
iceiling tiles were replaced and :
.broken/missing fioor tiles replaced. .
:The commode has been removed
from the hoyer fift in the shower
'room. The resident door has been
'repaired. The carpeting on the porch
j has been removed. The elevator was
“cleaned.

oMM CB-25E

7{0e-8%1 Fravious Versons Qbsolele Event 1D: 153711
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 F 253 Continued From page 11

8. On 5/16/11 2:34 PM and $/18/11 at 11:50 AM,
an obsarvation of R43's room revealad that there
was 2 low chair next o the bedside nighistand
which had a yellow stain on the seat '

by E2.

" shower roory,

g On 5/17/41 at 2:02 P, an observation of
2235's and R40's room revealed cracked/loose
flooring that was curled up i the entry way of the .
room, a potential tripping hazard. Also, thera
were gouges in the flooring in front of the chairs.
On 5/17/11 at 2:16 PM, findings were confirmed

~10. Observations were made of clumps of dust
pehind the doors and/or dirt and debris under the
nads in Tooms 208, 211A, 207, 205, 203
Additionally, there were dusty baseboards and
ned frames in resident rcoms observed
throughout the Facility including room 203,

11 Observations were made at 7:30 AM of
yrpainted plaster or walls in disrepalr in the
resident recoms or bathrooms 210, 211, 207A,
outside room 203, and the first fleor comman

42 An observation was made of dirt on the hoyer
" fift foot platform logated outside room 210;

13. An observation was made of a dusty filter on
the oxygen concentrator for RG1. The resident
was using the concentrator and voiced concern
for the liquid in the concentrator was 100 10w,

Otservations made during the environmental tour i
on 5/25/11 beginning at 7:00 AM With E§
(Maintenance staff) revealed the following:

F 253
i
'EF253 cantinued

- Al resident rogms have been

iinspected and any environmental or
,maintenance concerns have been

'iaddressed.

iThe Maintenance Director and the
. Director of Housekeeping and Laundry
;will conduct weekly resident room
:iand building audits to identify any 3
‘ssues utilizing a standardized audit

[toal.

“rhe audits will be reviewed weekly by ;
ithe Administrator or designee and
ivariances will be reported to the QA

i Committee.

CORM CME-2367{07-99) Fravious Versions Dhzoieto Evert 10: 153711
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Interview with £E21 (RN, Nurse Supervisor) on .

. 9/25111 at 815 AM revealed that the mouth piece |

was also uncovered and it was supposed to have
a bag on it. She also confirmed the fitter was
dirty;

14. An observation was made of the wall heater
elements exposed and the covers were missing
for part of the unit in resident room 205, An
interview with E9 {CNA) on 5/25/11 at 2:53 PM
revealed that despite the maintenance staif
attempting to fix the covers for the wall hegtar it
continued to be lpose. She said she had hrought
up this issue of the wall heater cover issue to
maintenance before;

13. An observation was made at 8:35 AM of an
-emergency call bell cord attached to the wall

inside resident room 2G5 was in disrepair, A smgll!

piece of the wire was exposed and the call balt
was located outside the bathroom of two
residents in that room. An interview with £8
{(Mzintenance staff) revealed that the card was
not used by the current residents in room 205 bug

had been used by a previcus resident who had g ¢

~ couch located adjacent to that cord. In an
interview with E23 (CNA), she stated that the
broken cord could not be removed as It caused
the call bell to continuously ring. E23
communicated the problem to E6 and the
surveyor and advised the surveyor nat to touch
ithe broken call bell with the wire area 8xposed.
E8 stated this was a low voltage electrical wire
and you could receive a shock from it:

16. An cbseivation was made of 5 sticky floor iF:
the third floor dining room, No screens were
phserved on windows in this room:

|

T CMS-2207(02-22) Provious Vecsiong Obsslete Evert ID: 63714
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F 253 Continued From page 13
17, Observations were made at 7:30 AM, of a
a curtain in disrepair in room 308,

18. Observations were made of a ceiling tile
stained in the hallway outside room 213, two

in disrepair and uncleanable;
19. An observation was made at 7 AM, of a

fift by the tub area on the first floor common
shower room; '

20. Observations of regident room doors on the
second floor revealed the doors had a potential
for splinters. Interview with E5 (Plant
OperationsfMzintenance Director) on 5/251’1‘1
confirmed this finding;

21. Observations were made of the third ficor
screened porch on 8/16/11 to 5/26/11 that
revealed a green/black section on the carpeting
which appeared to be mold. The elevator
carpeted walls were observed dirty.

F 323 4B8325(h) FREE OF ACCIDENT

55=£ HAZARDS/SUPERVISIGN/DEVICES

The faciity must ensure that the resident

3s is possible; and each resident receives

. srevent accidents,

stained privagy curtain in resident room 108, and

loose ceramic tiles on the floor under the sink of

the first floor bathroom and one on the wall were

commode that was chserved on top of the hoyer

" adequate supervision and assistance devices to

snvirgnmant remains ag free of accident hagards -

F 303.
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This REQUIREMENT is not inet as evidenced F323
by : é :7 ;ﬁ’ i
Based on observations and interview, it was The first floor supply storage closet
detgrmlr_zed that the facility failed to ensure that lhas been locked.
resident's envirenment remained free from : J
-accident hazards as was possible as evidenced ! " re checked |
' by unlocked storage closet supply rooms and . The other storage areas were checke
cleaning carts. Findings include: 'to ensure that they were locked. :
Obsarvations of tht}a1 first floor sugplyt ﬁ?ﬁ%? t ‘The Maintenance Director will verify
closet throughout the survey and wi an 5
OperaticnsiMaintenance Director) on 5/25/11 at ‘that all storage closets are locked '
700 AM revealed medical supplies such as ‘during weekly Maintenance audits,
irrigation Syringes, soaps, disinfectants and other 'utilizing a standardized aud¥t tool.
nersonal supplies unlocked and accessible to : :
residents. \nterviow with E5 on 5/26/11 confirmed ; i , .
the finding 1 ‘Any variances will be reported to the
F 325 . £83.25(i) MAINTAIN NUTRITION STATUS F 325{QA Committee.
$5=G UNLESS UNAVOIDABLE % !

Based on & resident’s comprehensive
agsessment, the facility must ensure that a
esident -

i

i

i

1) Maintains acceptable parameters of nutritional

status, such as body weight and protein levels,
Jnless the resident's clinical condition
Jemonstrates that this is not possibie; and

:2) Receives a therapeutic diet when there is a
Autritional problem.

This REQUIREMENT is not met as evidenced

by

. Based on observation, interview, record review 1
. and review of other documentation as indicated, it |

TORM GMS- 250 (02-99) mrevigug Versions Gbsolete

Tvent 153111

kacllity f0; DEOO18Y
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was determined that the facility failed to ensure F335 :

hat asceptable parameters of weight were -

meintained for one (RE7) out of 29 sampied ] ] > JL'? T

~esidents. R67 experienced 2 severe waight loss ; R67 is now weighed weekly and is :

of 20 ibs. {14.6%, sithough incomectly recorded , Teceiving prescribed supplements :

oy the facifity as 17%) in one month afier being consisti
2dritied to the facility. A nutritional supplement . ting of 4 ounces of MedPass
was ordered by the MD an 1/17/11 when RE7 lost . three times a day. She has heen
5 Ios., however, there way no evidence ithat the consuming 100% of the supplement
“aciity maniiored the weights and reassessed the . . .

y g, . .. with & H
sffectiveness of their intervention uniil 2/1G/11 the exception of 5 times in june

when RB7 lost another 15 Ibs. and E14 when she consumed 50%. There has
irogstered dietitien) was notified. On 2/10/11, been no further weight loss. Her .
=14 prdered the nutritional supplement to be : . :
increased, ice cream to be given betwesn meals | | current weight is 122.5 Ibs. She was -
and R&7's ciet was changed to pureed. Ther : . Weighed on June 1 and her weight :
werte no assessments or interventions ; was 119.5 |bs. Weight on 6/8 was
, impiémented by E14 from the inifiai evaluation T ' .
| dore on 1/5/11 in which RE7's waight was stable 1205 Jbs. and on 6/15 her weight was
untii 2/10/11 after R57 lost 20 Ibs. The faciiity } 121 Ibs, Resident’s appetite is
additionally failed to follow their poficy ragarding " between 50% and 100% for breakfast

nciification of the MD and digtician of weight loss

of 5 ibs, or greater. R6T's Weight declined from as wellas for lunch. She consumes

128.5 ibs. tc 115 Ibs. on 2/4/11 in approximately 25% to 100% for dinner. A bedtime

ong week, vet £14 and the MD were not notified snack is offered and she usually

untt 21311, In the inferim, R67 was being ref ;
: evaluated for mental s1stus changes by the MD . refuses. Resident care plan has been .
f and RE7's weighi 10ss was nof being addressed. - amended to include potential for :
‘ RE7 was hospitalized on 2/11/11 for mental f . welght foss. R67’s food intake

status changes. Findings include: f .
: percentage is measured and

The faciiity policy (undaied) entified "Weekiy ' documented.
Weights"” stated, "Objective: 1o assure_, . '
residani's weight is assessed accurately andina - : The dietician has reviewed all resigent

timely manner each week. Policy: 1) All new : .
admissions... weighed every week for fowr weeks weekly weights and no ather resident
to obitain a baseline. 2) Any resident with a gain was found to be at risk.

oriess of & lbs will be placed on weekly waights

TG DS TIATIOR B0 Previuds VEEIaNS Ghsdleis Everd [0 153771 Faciitty 0. DEQD187 f Gontinuation sheet Pags 18 of 45
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. F 323 Continued From page 16 . F325. ‘ |
for four weeks. 3} If weight is 2 gain or loss g All residents are weighed monthly and
; greater than 5 Ibs the nurse mwust verify the . fthe month is
weight 4) Dietitian will be notified. 8) The : _the first weight of the ‘
j physician will be notified . 5) make sure weightis - considered the first weekly weight for
decumented on the chart.” A ' .those on weekly weights. Weights are
! . : P . i i on the
RE7 was admitted (¢ the facility on 12/30/10 with recorded in the re51dent‘chart nth
, diagnoses ncluding Alzheimar's dementia and weight form. Weekly weights are
| hypernatremia (Digh sodium leveis). Her done gn Wednesdays and are
1 admission weight on 12/30/10 was 1385 bs. ‘e
’ s ' “reported to the physician and the
. Review of R87's admission MDS assessment, ! dietician on Thursdays. The Director of
i dated 1/10/11, listed RE7 as severely cognitively * Nursing or Asststant Directar of
i impaired and she required set-up help by staff for : ] : h
eating with oversight, encouragement of cueing, - Nursing communicates welghts to the
i RET was observed in the dining reom feeding : i physician and immediately reports
f herself lunch on 5/23/14. : ' any significant changes.
Weights for RE7 were found in muitiple places- : : ;
on the monthly weight record, weekly weight The Nursing staff received education
reccrds (usuaily only indicated as week #1, #2. on resident weights, recording and
gic. for specific month}, and on the Medication reporting
agministration record (MAR). Re-weights were. :
not consistently dated. YWeights were as foilows: : . ;
_ The Director of Nursing or designee
1 2/20/10 {admission)- 136.5 |bs. ' will monitor weights weekly and '
1/4111- 136 5 lbs, : ' - o '
nto ietician and i
111311 131.5 Ibs. {5 Ib. loss . cormunication to the dietic
1128/11- 1285 1bs, (8 Ib. ioss) . physician,
weex #3 Jan.- 125 Ibs. (11.5 b, loss) : )
Wie‘k'i#fg %!an._ 1225 by, " Any variances will be reported to the
2i4i11- 115 1bs. (21.5 ib. loss) .
217111 115 bs. with re-weight of 176 5 Ibs. (20 Io. QA Committee.
£s5)
£/11/11- 10 hospital
R57's weight was 136.5 !bs. on 1/4/11 and 116.5
bs. for a re-weight done on 2/7/114. reflecting a :
T3 CMG-250 7248 Previous Vergions Chsowete Evord 1D BT R —— :
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month.

Monthly weight record instructions included "... -
tdentify weight gain or loss in the appropriate WT ..
CHANGE column by specifying the differenge (in
pounds) between "new” weight and previous
weight. The DATE NOTIFIED columing heed only .
be completed when it is necessary to notify the
individuals listed (family, doctor and dietary).

Refer to ihe bottom of this form for undesired
weight 1oss parameters. Each entry must be
signed by & nurge...”. There was no information
recorded in the WT CHANGE and DATE '
NOTIFIED columns indicating that the Tacility

failed to monitor RG7's weight loss.

Review of the medication administration record

(MAR) for % Med Pass {nutritional supplement)
consumed fram 12/30/10 to 2/10/11 varied from
0-100%. RE7 drank 100% more aiten during the
day than in ihe evenng.

Review of the MAR for % of meal consumption
fror 12/30/10 to 1/15/11 revealed varlable
intakes from 0-100% with an average of about
50% and from 1/16/11 to 2/10/11 0-75% with an
average of abouf 25%.

A care plan was developed on 1/5/11 for variable
oral infakes and history of hydration issues, !
Interventions included, "monitor weights”,

On 117111 a care plan was developed for weight
loss for R67. The goal fisted was fo maintain
weights weekly for 2 months. Interventions
included monitoring and recording of weekly
weights and report to MD as needed, The care

i
'

FORM CME-2567(02-28} Pravious Versions Otisoiele Event ID: 53111

Facliity I0: DEQO187

If continuatior sheet Pags 18 of 45




@g7/81/2011 10:29 3816685665

PAGE 19/52
PRINTED: 06/09/20%1

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CEMNTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT DF GEFICIENCIES 1X1) PROVIDER/SUPFLIER/CLIA (X2) MU_TIPLE CONSTRUCTION (X3) DATE SURVEY
BLAN OF GORRECTION IDENTIFICATION RUMBER: ) COMPLETED
R A, BUILDING
B. WING c
08A020 - o 05/26/2011
NAa#Z 4F PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CODE
' RK MANOR NURSING HOME 254 WEST MAIN STREET
, NEWARK MANOR NUR NEWARK, DE 19711
%) 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION P g
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIL (EACH CORRECTIVE ACTION SHOULD BE | COMPLETICN
TAG REGULATIRY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TQ THE APPROFPRIATE DATE

DEFICIENCY)

B 325 Continued From page 18
plan was not revised unill 2/21/11 when RE7
-aturned from the hospital.

A physician's pragress note, dated 1/17/11,

stated that R&7 was seen for back pain and it was
_noted that RE7 had a 5 ib. weight loss. The MD

ordered a Med pass (nulritional supplement) 4

ounces 2 tmes a day.

On 2/1/11, a physician's progress note, stated _
ithat R67 was seen for recent falis and ... wt loss: -
cont Med pass, follow prealbumin (test used {0
detect and dizgrose protein-calorie
gmalnutrition)...”. A prealbumin was not ordered,
however.

Jn 2/4/11, a physician's progress note, stated

that RG7 was sean for lethargy (fatigue) and her
Jyprexa (ardipsychotic) was discontinuad and i
urine studies were ordered.

2n 2/8/11, g physician's progress note, stated

that R67 was seen due to continued lethargy
despite the discontinuation of Zyprexa, Muitiple
laboratory tests (did not include prealbumin) ware |
ordered as well 45 a CT scan of the head. ]

There was no mention of R67's continued
significant weight loss in the progress notes on
2/4/11 or 2/8/11,

A nurse’s note, dated 2/10/11, stated, "The pt.'s
wt in Jan. 2011 was 136. 5lbs. and wt, in Feb.
2011 was 116.5 lbs. The pt. lost 20 Ibs (14.6%) in
one month. MD, RD (registered dietician) and i
family made aware,” Although RE7's weight was
idertified at 115 1bs. on 2/4/11, the MB, RD, and
farnity were not notified until € days later, despite

v
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ongoing evaluation by the MD during this time.
R67 experignced a severe weight loss of 14.6%

in ene rmonth.

£14 (dietician) was in to evaluate R67 on 2/10/11
- and after consultation with an MD, she wrote

orders to increase the Med Pass to 3 times a day,

ive cream with all meals and document %

" consumed on MAR, offer 4 oz, water 3 times a
day between meals with % on MAR, and change
RE7s diet to pureed. Despite RE7's continued
weight loss (additional 15 Ibs.) after the initial loss

of 5 1bs, in which an MO ordered Med pass 2
times a day orn 1/17/11, there were no other

interveniions ordered in an attempt to improve
R&7's 10 enswe acceptable parameters of wsight.

Review of RB7's initial Nuirition Risk Assessment
{completed by E14- registered dietician), dated
1511, stated that R67's daughter stated that the |

resident was “not a big eater”. RE7's weights :
were stabie at 136 |bs. and RE7 was assessed as i
noflow risk for welght loss, RE7's waight on 1/4/11:

was 136.5 Ibs., the same as it was on admission.
Review of E14's dietary notes reveaied that the

factity failed to ensure that £14 monitored,
avaluated and implemented appropriate

interventions for RG7's weight loss until she was
notified by nursing of RE7's 20 lb, weight loss on
2/10/11. There was no documentation by E14

“from 1/5/11 until 2/10/11.

A physiclan's progress note, dated 2/11/11,
stated, "Seen & examined secondary to abn labs. |

Pt. has decreased po (oral) intake iast week or
two & increased lethargy... also had 20 b weight

loss in fast mth... wit was 129.5 last week in Jan & -
on 2/7 weight is 115 Ibs... Prablem List: 1)

Ve ZEGTVLA) Pravivus Verswng QLseieg

Event I 53711
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nypernatrerra (sodium was 156 on 2/2/11, was
147 on 1/4/11; normal iz 135.145) 2) )
lethargy/change in ms (mental status) 3) wt
,loss...". R67 was sent to the ER for evaluation of |
- ypernatremia and lethargy on 2/11/11 and she |
was hospitalized unfil 2/21/11. R67 was I
"additionally diagnosed with questionable normal |
pressure hydrocephalus {increased intracranial |
pressure dug o accumulation of cerebraspinal
Huid} while in the hospital.

On 3/24/11, E25 (LPN) was interviewed. £25
stated that when weight loss occurs, Med pass is
started, the family and MD are to be notified of
any weight changes, and weekly weights are {o

be done on bath days (Monday and Thuraday for .
R67). :

£26 (charge nurse} was interviewed on 5/25/19. |

. £26 confirmed findings and stated that R67 was
not 2 hospica resident. 3

E14 (digtitian) was interviewsd on 5/25/11 via
relephone. E14 confirmed that she could see why |
we (DUTCRP} had cancerns by what was in the
record. She stated that RG7's daughter and she |
"taiked ali the time" and "zould not figure out what
was going on.” E14 stated that she should have
wiitlen down her conversations with R67's {
" daughter. When asked how she monitored i
. weights, £14 stated that when In the facility 2 i
: hmes a week she first checks for new E
admissions, who went cut ta the hospital, and
anyone with skin issues. After that, she stated
that she walked around observing residents
sating a mesl and she talked to them. If she
noticed something, E14 stated she would then go |
lo the nurse and ask if there were any changes

DEPARTIENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NO. 0933-0301
i;?T'“\TEMENT OF DEFIGIENC'ES (%1} “ROVIDER/SUPPLIER/ICUA [XZ} MULTIFLE CONSTRUCTION (X3} DATE SURVEY
BLAN OF CORRECTION IDENTIFICATION NUMBER: - _ COMPLETED
A. BUILTING
B. WING C
08A020 ' ) 0512612011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
G HOME 254 WEST MAIN STREET
NEWARK MANOR NURSING HON NEWARK, DE 19711
- (X4) 10 SHUMMARY STATEMENT OF DEFICIENCIES i D ; PROVIDER'S PLAN OF CORREGTION ' (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATARY OR LSC ICENTIEYING [NEORMATION; i TAG s CROSS-RFFERFNCED TO THE APPROPRIATE | DATE
! DEFICIENCY) '
F 325 Continued From page 20 ! F 325

T{n OMS-Za0T{DE-98) Pravious Versions Gosolete Fvant 1D: 15311

Faclity 1D: DEQDTS7

If continuation sheet fage 21 of 45




@7/81/2@11 1@:29 3016685665

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE 22/5%2

PRINTED: 081091261
FORM APPRQYED
OMB NO. 09380391

7 -
FIATZMENT JF CeFICIENGIES i X1} PROVIDER/SUPFLIER/CE in 2) MULTIPLE CONSTRUG 1ION {x3) DATESURVEY
R OF CORKECTICN IDENTIFICATION N MBER
. AN QRRECTIC li g UMBE A BUILDING COMPLETED
. C
B. WiNG
_ ] 08A0R0 “ 05/26/2014
NAMT LT PROVIDER OR SLIPPLISR | HTREET ADDRESS, CITY. STATE, 2w copE
NEWARK MANOR NURSING HOME 258 WEST MAIN STREET
NEWARK, DE 19711
K n SUMMARY STATEMENT OF DEFICIENGIES no PROVIDER'S PLAN QF CORRECTION (xs;
SRETIX (CACH QEFITIENGY MUST BE PRECEDED 8 FUi | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE™ON
TAC RESULATORY QR LSC ISENTIEYING !NFORMAT{ON) TAG CROE}S-REFERENCED TO THE APPROPRIATE %:;E.Ch
DEFICIENCY)
#3253 Zonurued From page 21 F 3285,
a7d she also taiked o families. Cespits fhese ;
aractices, the faciity failed to ensure that Re s . F371
waight was monitored resulting in g severe weight - ' i 7 ﬁl‘? Il
038 0f 14.8% in one menth. - The food holding warmers are turned -
F37% <83.35() FOOD PROCURE F 371 i hi i
G20l ; ) = on to their highest level one hour
55=8 STORE/PREPARE/SERVE - SANITARY '

Tne iacility myst -

v

V11 Procure food from SOUTCEs gpproved or
considerad satisfactory by Federar State or locaj
authorities; and

{2} Store. prepare, distribuse and seive food
uader sanitary conditions

This REQUIREMENT iz nct met as evidenced
By
Bused upon observation and interview, it was
sateimined that the facility fziled to prepare,
wislriite and sarve fooc 1 the residenis pnder
sannary conditions during gining observations of
17 2nd and 3rd flugr dining rooms on 5716711
n3 82311 Findings include:

1. Opservation of the second ficor steam table
cuing breakfast on 5/18/11 at 8.:05 AM revealed
e tlemperature of the puree 2g0s {0 ba at 90
segraes Fahirenhelt (F} snd the sausages to be gt
80 F while they were being served to the '
residents. The SUIVeYOr tauched the extarna;
3uriaces of the steam ‘ahle and it was cold.

‘f‘ﬂu Surveyor reguestad the food not be served
~hen these holding tempsratures were observeq.
Tra fooc temperaiure Was not recerded in the

A

prior to the food being delivered from
the kitchen. The food temperature is
checked when it leaves the kitchen

and checked again in the warmer and
priar to plating for service 0 the
resident, The pans are marked for
correct water levels to maintain
temperature, Water [evels are ;
recorded in the temperature logs. Pan |
cavers for the steam table have been
ordered. Food is served immediately
upon artival in the dining area_ The
correct Applicant Food Employee

Health Form has been obtained and is
provided to all food service applicants.
Existing food service employees have
received and completed the correct
form and they are maintained in their
personnel files. Dietary staff will
complete the form annually,

The food temperatures were checked
on the other floors and found to be
served at 165 degrees. Food

——.

——
MESES TGS, Povoniny i Varcign g Crrrotuig

Evert 1M, i3z
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F 2" Confirued From page 22
taciity femperature iog. Un 5/16/11 in an
interview, E15 (Distary staf) stated that she
would take the food to the kitchen for £16 {Cook)
1o reneet the food to the proper temperature sven
though there was 2 microwave in the dining room
iS5 stated that she had tested the temperatures
=1 ihe food downstairs in the kitchen and the
temperatures wers tne ai the time.

Cn 5116/11, an interview with £15 reveated that
. the staff was supposed tg determinz the

emperzture of the food when it was piaced inthe

steam {able. On 5/16/11 at 8:30 AM, an
observation of E16 revealed that he warmed the
000 0 145 F. The Surveyor then prompted £15
to heat the food to 165 I for 15 seconds before it
was gerved [D residents. £18 (Food Service
Director) was not present in the taciiity at this
e,

2. Observations of the third floor steam table
cuning breakfast on 5/15/11 at 8:20 AM reveaied
the scrambled oggs were 90 F. On 5/15/1 1, E17
{CNA) confirmed this finding. Alf residents had
eir meals at that time. E17 stated she could
neheat food o 185 F in the microwave i steam
table lemperatures were fow. On 5/18/11. E17
250 stated that she did not test the temperatiires
of the food in the steam table but kitchen staff
Q.

G 576111 at 8:30AM, £18 heated up the egg o
345 F unitil the surveyor sisted it ne2d o be
heared to 185F. hen the Surveyor asked why
E15 did not heat the focd to the proper
femperaiure in the microwave on the 2nd or 3rd
faor, £15 siated thet he did not know as he was
Aot @ supervisor.

Far .
termperature logs were checked and
are maintained on each floor.

The Dietary staff has received
in-sérvicing on food temperaturss.

The entire staff was in--serviced on
hand washing and glove use.

The Dietary Manager will qudit the
food temperatures on a weekiy hasis
10 @nsure correct temperature
maintenance and accurate recording
of temperatures, The Staff Educator
will supervise and manitor weekly the
correct use of gloves during food
service and hand washing. The
Business Office Manager will ensure
that Dietary applicants complete the . i
required form. i

Any variances will be reported to the
0A Committee.

Y CMB-25ET(I2-59 Provipys Varsiong Obsgistx Eveni 1D:153T11

|
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2n 51711, an interview with E18 (Food Service
Director) revealed that she was at work on

5/16/11 at 3:00 AM. She stated she came in after
everyihing tad happened. ;

3. Observation of the third floor steam table on |
9/23111 during lunch revealed the beef stroganaff '
with & temperature of 115 F. E19 (Dietary staff)
confirmed this finding and stated that she tested

. th2 steam {able food a while ago when she first

receivad it from the kitchen and the food
iemperates were fine. The surveyor tested the
surface of the steam table and noted it was cool
and not hat. Surveyor requested the pans be
maved so that the surveyor ¢ould observe the
water in the steam table and the water was niot
touching the food pan. The water in the steam
tabile used for keeping food hot was 153 F. E17
was observed heating food for the residents in
order 1o serve the residents their meals. E17 '
placed the food in the microwave for 15 seconds. |
When the food was tested, the food that E47 had .
reheated had a temperature of 120 F. E19 stated |
thai she usually heated up food in the microwave :

for at least & minute. When the surveyor asked

Fer if this hested the food up fo 185 F for 15
seconds she did not know if this time would heat
it up for that long.

4. Review of facility Applicant Foog Empioyee :
Health Forms revealed an unsigned form for E34,
when he was firat hired_ that alerted facility ifthe |
new employee had certain foodborne finess that
would prevent them from working with food. |
Additionally, documentation review of Appiicant
Food Employee Health Forms revealed that tha
facility failed to review if the newly hired food
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employees (E34 and £35) had the Norovirus ,
illness which could had prevented employees i
from working with food served to residents, The
food empioyee health forms had the Norovirus g
illness missing from the form. t
b. On 5/16/11 at 7:40 AM, E17 (CNA) stated that
the dietary aide brought up the food and then she,
E17, generally served it unless there was an
additional dietary staff person available. With
gloved hands, £17 was observed picking up 3 to
4 coffee cups at one time by placing her fingers
nside the cups, then she opened cabinet doors to
remove sugar substitute and put it into the coffee |
which she then served to R4,

17 washed her hands, re-gloved, got careal for
RZZ and R36 and then went info the refrigecator ;
and got milk in small containers for R36, R22 and
R34. On §/16/11 at 7:50 AM, E17 was observed |
assisting E12 (CNA) to seat R46 at a dining room :
table. An abservation revealed that E17 touched
*he arm and back of the chair with her gloved
nands. With the same gioves on, E17 then
returned to serving toast to R34 and eggs,
sausage and toast tp R22.

The faciity tailed to serve foed under sanitary
sonditions. On $/26/11 at 1:50 PM in an interview |
with £17 regarding the dining observation of _'
5/16/11, she confirmed that she touched a variety |
of surfaces and then served food to residents i
without removing gloves, washing hands and
re-gloving,

<. Review of facility Food Employee health form
documentation revealed one (1) of two unsignad
form for E34, upen hire (hired 7/1 9/10). The

screening form of Food employee health at time
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of hire, alerted facility if the new employee had | i
certain foodborne illness that would prevent them F372 Ly
from warking with food. Additionally, review of : |
Food Employee health forms revealed that the ' The dumpster area has been cleared :7 /?;?//
facility failed to review if the newly hired food : £ debris and the lid has b losed ;
employees (E34 and E35) had the Norovirus ‘0F debris and the lid has been closed. ;
iliness which would prevent employees from ;The dry storage area floor was
waorking with foed. The food employee health cleaned of debris. i
forms did not address i the staff had the !
Norovirus illness when they were first hired which ; i |
could have prevented the staff from working with iThere are no other areas on the
food served 1o residents. E35 was hired on » iproperty or kitchen with open waste ;
9/19/05. £18 confirmed these findings on 5/25/11. ior debris, - ‘
F 372 483.35(i)(3) DISPOSE GARBAGE & REFUSE | Fa72) '

$5=C PROPERLY =!

The facility must gispose of garbage and refuse
properly.

This REQUIREMENT is not met ais evidenced
by \
Based on observations of the dumpster area and .
staff interviews, it was determined that the facility |
failed to keep the dumpster, storing garbage and |
1efuse, tightly covered to prevent pest harborage.
- Additionally, bags of garbage in front of the !
dumpster and debris around the dumpster were
observed on the ground. Findings include:

Observations on 5/16/11 at 7:05 AM of the
dumpster area outside the kitchen revealad 2
refuse dumpster with the top lids opened and side
dcor open. Three black bags of garbage were
observed in front of the dumpster. '
|
Observations of the dumpster area on 5/7/11 at
7:00AM revealed the dumpster lids opened and

i'!'he Dletary and Nursing staff have
ibeen in-serviced on placing refuse in
‘the dumpster and closing tihe lid. The
-dietary staff was in-serviced on
jkeeping the floor clear of debris,

‘The dumpster area will be monitored
jby both the Director of Maintenance i
;and by the Interdisciplinary Rounds
fstaff during their daily and weekly
audits of the building. The Dietary
Manager will monitar the cleanliness
of the kitchen floor daily.

:An_y variances will be reparted to the
Qwality Assurance Cammittee.

M CMS-2567(02-39) Previous Varsiona Obsgieie Event I 153T11
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. of the dry foad storage area under the cereal
storage racks in the Kitchen.

Continued From page 25

bags of garbage on the ground around the
dumpster area, Cats were roaming around the
dumpsters. In an interview with E18 {Focd
Services Director) on 5/17/11 at approximately
10:00 AM, E18 stated that the dumpster was halt
empty and she had to place the bags inside the
dumpster herself. £18 confirmed this finding. ;

Observations on 5/18/11 at 7:30 AM revealed the |
refuse dumpster with side door open, refuse bags |
in dumpster overflowing, and debris around the '
dumpster on the ground. Cats were observed |
roaming sound the dumpsters. i

On 5/23/11 at 7AM, 5/25/11 at 6:50 AM, and on
5/25/11 at 5:45 AM, the dumpster side door was
observed open and cats were observed roaming
around the dumpster area.

2. 0On 5/16/11, debris was obsarved on the floor

483,60(b), (d), {¢) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

‘The facility must employ or obtain the services of |
a licensed pharmacist who establishes a system
of records of receipt and disposition of all 5
consrofied drugs in sufficient detall to enabie an
accurate reconciligtion; and determines that drug
records are in order and that an account of all
controlied drugs is maintained and periedicaly
reconciled.

Drugs and bioclogicals used in the facility must be
labeled in accordance with currently accepted
professional principies, and include {he
appropriate accessory and cautionary

F 372!
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F 431 Coentinved From page 27
Sinslructions, and the expiration date when
- applicable.

i accordance with State and Federal laws, the
facility must store all drugs and biologicals in .
locked compartments under proper temperature |

controis, and permit only authorized personnel to I

have agcess to the keys.

The facility must provide separately locked, .
permanently affixed compartments for storage of '
controlled crugs listed in Schedule I of the :
Comprehensive Drug Abuse Preventicn and
Coentrol Act of 1976 and other drugs subject to
Ebuse, except when the facility uses single unit
nackage drug distribution: systems in which the
quantity stored is minimal and a rnissing dosa can .
2e readily defected,

This REQUIREMENT is not met as evidenced 5
oy !
Eased on observation and interview, it was
determined that the facility failed to ensure that
the narcotic drugs and biclogicals that were
stored in the medication room weras affixed and
Iacked, properly labelied and were not expired. .
Additionally, it also failed to ensure that the drugs
and biologicals that were stored in the thirg floor
rnedication carts were nof expired and were
labeled with expiration datss, Findings incluge:

1. Observation on 5/18/11 at 9:25 AM of the
. second fioor medication storage room with E4
(Charge Nurse) revealed the following:

a. The narcotic box (a black plastic container

 The contract with the institutiona! !
pharmacy which serviced the facility i
lduring the time of this survey has
:be_en terminated and a new pharmacy
-provider will bagin servicing the
facility on June 27, 2011.

i The Consulting Pharmacist from the
‘newly contracted pha rmacy wifl
.ensure that all medication is stored
‘properly and locked and secured as
‘required by regulations. Additionatly,
' the new pharmacy will be responsibie

éThe narcotic box is now permanently ? R/l
'affixed and locked. The medication
'room has been locked. The
‘medications refrigerator has been i
‘affixed to the floor and is focked. The |
‘house stock that had expired has been
‘removed. The influenza vaccine with
conflicting expiration dates has been
discarded. The Bisacody! suppositories
were removed, The third floor
‘medications missing expiration dates
‘were discarded and replaced .

M OMRELETIL 39) Provigus Yersions Obsgimie Cvent [t 153711
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" nareotic box was not locked. B4 confirmed this

“the bottle had an expiration of 12/2/11. F4

approximaiely 12" X 14" X 3") :

 was observed not affixed o the wali and stored
" on the tap of the emergancy medication box

inside the medication storage room. The E
medicaticn room was observed locked yetthe |

finding.

b, Observation on 5/18/11 at 9:30 AM with E4 of
the refrigerated medications stored inside the
second floor medication storage room rafrigerator
revealed narcotics such as Lorazepam Jiquid

used for two residents (RS and R52) were stored
in the refrigerator. The refrigerator was observed
nat affixed and untocked.

c. Observation on 5M18/11 at 9:45 AM in the
second floor medication room with £4 revealed
six (6) of ten (10) bottles of house stock (12-0Z)
Mid-Acid Anti-acid liquid that had expired on 3/11
(for two of the bottles) and 4/11 (for four of the
bottlss).

d. Observation on 5/18/11 in the sgcond floor
medication reom with £4 revealed one {1}
coniainer of Fluviring Influenza virus vaccine
stored inside the medication refrigerater that had
expired on 33111, The label that was affixed to

confirmed that the labe! affixed to the boitle was
incomrest.

Additionaliv, fifteen (15) Bisa Codyl 10-myg’
suppositories were observed stored 10use on g
blue rack inside the refrigerator, The
suppositories had no expiration dates and were
unizbeled. During an inferview on 5/18/11, E4
stated that they may have been house stock, and |

F a3 |

'F431 continued

ifor supplying and maintaining drugs,
letc. within expiration dates.

‘The Director of Nursing or designee
will manitor the locking of
;meditatinns, refrigerator and
:medication room and randomly audit
medications for expiration dates.

Any variances will be reported to the
institutional pharmacy and to the QA
Commitiee.
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“ she did not know when they expired as the label |
. was missing. k4 stated that the suppositories
" may have been from the same suppasitory
zinped bag abserved stored in the
same blue rack. The zipped bag supposiiories i
had an expiration date of 2/27/12 '

During an interview on 5/18/11 at 10:05 AM, E2
(Director of Nursing) acknowledged the findings.

2. Observation on 5/18/11 at 11:30 AM of the 3rd |
floor medication cart with £27 (Nurse) revealed ]
there were medications which had expiration ‘
dates migsing.

a The container of Fish gil for R22 had a refill
date of 6/5/11 yet. the expiration or discard dates
were missing from the container. The medication ;
containgr was labeled under expiration “see '
package”. interview with E27 revealed that the
medication did not come with a package with the
- medication. She stated that the pharmacy did not
send a package with the medication.

0. A botlle of Oscal 50G for R40 had ne expiration |
date. The bottle indicated "to see package” for j
expiration date but had no expiration dates. !
Interview with E27 on §/18/11 revealed that the i
botlle indicated the refiil date of 6/1/11 a5 the :
date they neaded to order the medication again,
E27 stated that thare were two other dates noted |
on the Oscal 50G botile of 4/19/11 and 5/6/11 yet, |
E£27 did not know, ner did the botile state, what
those dafes were for,

F 4« . 483.65 INFECTION CONTROL, PREVENT

§s=C 3PREAD, LINENS

The facility must establish and maintain an !
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[nfection Contrel Program designed to provide 3
safe, sanitary and comfortable environmen: znd
io help prevent the develdopment and tranSmISSlon
of disease &nd infection,

i) Infection Control Program
The facility must establish an Infection Control
Program under which it -

(1) Investigates, controfs and prevents Jnfectluns

if the facilify;

{2) Decides what procedures, such as isofation,
should be anpiied to an ndividual resident. and
+3) Maintains a record of incidents and correciive
actions related to infections.

.0} Preventing Spreasd of infection
-1) When tha Infection Control Pragram
Jgtermines that a resident needs isolation o |
prevent the spread of infection, the facility must
isolate the resident
12) The facility must prohibit empioyees with 2
sommunicable disease or infected skin lesions
from direct cuntact with residents or their food, if
J!ract contact will transmit the disease,

i3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

oy Linens
Personngl must handie, store, process ang

ransport linens so as o prevent the spreac of
nfzgtion,

This REQUIREMENT is not met as evi denced
2y

—
i
F4c1

| F441

' The facility is now tracking trends and 7 AQ i
analyzing any increase in infection
rates. The Infection Contral policy has
been amended to include scables and

lice infestations. The water

" temperature has been increased to
! provide for sanitation of laundry. The

i water temperature gauges are

replaced.The exhaust fan has been !

repalred and is working. The soiled
linen is now bagged and stored within

the dirty linen area.

The water temperature throughout
the building have been checked and

found to be within compliance. All
¢+ vents are working and have been

tleaned.

The Director of Maintenance and the

Director of Housekeeping and Laundry
and the laundry staff have received

in-service education on water
temperatures, exhaust vent

linen and laundey.

TR TR REE T2 Pravious Versions Obsoicle: Svent ID:153T11

maintenance and handfing of soiled
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F d41 Coniinged From page 31

Based on ubservations., review of facility
documents and staff interviews, it was
determined that the facility failed io maintain an
infection control program under which it analyzed
and investigated any increase in the rate of
infection to prevent the development and
transmission of disease and infections.
Additionaily, the facility failed o follow
recommended washing cf soiled linen regarding
waler temperatures and ventifation areas sioring
soiled linens. The facility failed to handis, siore,

and pivcesy linens so as o prevent the spread of

nfgction in regards 1o nonwerking vents and
storage of soiled linen. Findings include;

The facility's Infection Cantral Policy and
Procedure was reviewed.

1. Review of Monthly Infection Control Logs from |

July 2010 to May 2011 with E3 (ADON, Infection
Lontrol Nurse) on 5/17/11 revealed that the
“acifity monitored the occurrence of infections,
however, it failed to trend the organisms to
determine if there was a pattern of infection that
ine facility needed to address and implemerit
corrective actions. The facmty failed to anaiyze
and investigate any increase in the rata of
ixfection, and to establish corirols te prevent
infections in the facility for 7/2010 to 5/2011.

Additionaily, review of the infection contral
pracedures revealed missing procedures

asgociated with the handfing of infections such as

scabies and lice. Interview with E3 (ADON) on
517411 confierned these procedures were not
availzble at the facility.

Interview with E3 on 5/17/11 revealed that

F 441

The Laundry area will be audited as a
. component of weekly Interdisciplinary

i Rounds.

* Any variances will be reported to the |
. QA Comimittee.
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F 441 Continued From page 32 : F 441 : ' I
although the infection jine listing colected was - i i
' Jiecussed at the QA (Quality Assurance) i i |
Teetings, she confirmed the reporting did not | ,

axist. '

7 Facility tailed to handis, store, and process

linens so as to prevent the spread of infection in
i regards to nonworking vents and storage of
soiled linen as follows.

s Observations on 524411 at 3:05 PM of the : \
_iaundry’s two washer's water temperatures ‘ . i
revegled the temperature 1o be below 100 ' ' 0
degrees Fahrenheit. The hot water storage tank S i
temperature had no gauges indicating whatthe
temperature to the washers were. interview with | i !
ES (Plant Operations/Maintenance Director} on | , i
5/25/11 at 2:30 PM revealed thai the temperature ; :
of the washer water was 168 degrees Fahrenheit .
when he disconnected the hose behind the ;
wagher to test the temperatures. The facility falled , :
to monitor the hot water temperatures forthe ; \ .
washing of soiled linan and failed to establisned . : i
controls to pravent infections in the facility. : '

1. Observations of the kaundry room on 524141 at |
5-45 BM with ES (Plant Operations/ Maintenance ‘ |
Director) reveated that the exhaust vent | | ;
connected to the walliwindow and the ceiling | ;
inside the soiled washer room was not working. |

Inrerview with ES on 5/24/11 canfirmed this
finding. Intesview with E6 {Maintenance staff) on
5511 revealed that he checked the exhaust
vents for dirty fiters in the common areas of the
facifity and resident rooms but did not eheck the
vants for exnausting air out of the rooms.

-
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¢. Observations made throughout the survey of
the third flcor hallway area revealed two carts.

one cart stored soiled personal resident linen and
the other cari stored soiled bed linen. The soiled-
linen was stored in the hallway where the exhaust -
grill was connected to the third floor air

conditioner intake. The exhaust vent was not
exhausting to the outside per regulation
requirements and supplied soiled lingn air to a _
system which was supoosed to supply fresh airto ; i
the residents. ; i :

interview with £5 on 5/24/11 revealed that the air |
conditicner supplied cool air to all resident rooms, | =
dining room, activity area, and all other rooms on !
the third flcor, and not the who'le facility. £5 stated
that he was not aware if the hallway was under
negative pressure as required per regulations for
stored sciled linen.

Interview with E22 (Staff Development Nurse) on E
5/25/11 revealed that ihe soiled linens have
always besn stored on the third floor hallway the
same way.

0n 5/26/11 at 7:00 AM, the two carls were
observed stored in the same location full of soiled
linen. Upon opening the carts, the soiled linen
were chsesrved loose inside the cart and not
bagged.

c. Observations of the iaundry room washer area

o 5/26/11 at 8:00 AM revealed two bags of i .

soiled linen on the fioor. ’ i ;
F 463 483.70(f) RESIDENT CALL SYSTEM - F 453!
35.-E ROOMS/TOILET/BATH : ! i

The nurses’ station must be equipped o receive

; i
; i i
FORM DME-2887(CF DY) Pravioud Versigons Obscloto Event 151532714 Faclity 10> DEQG137 It continvation sheat pags 4 oi 48
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resident calls through a communication system
from residert rooms; and toilet and bathing
facililies.

This REQUIREMENT s not met as evidenced
by |
The facility failed to ensure that they were
equippad to receive resigent calls through a
communication system for all residents fromthe |
resident rooms and bathrooms for thiee (R40, |
R52, R59) out of 29 stage 1| samipled residents.
Additionally, the bathroom emergency call light in .
roorm 207 was non functional The facility also
failed to ensure that there was a moritoring
system in place for checking the function of all
the call belis in the faciiity on a regular basis.
Findings inciude:

1. On &M7:41 2:07 PM, 8N chsarvation of the |

oo where a husband and wife reside, R40 and !
" R46. revealed there was only 1 call light to share |

petween the 2 beds. The call bell was draped ;
. zcross R36's bed and attached to R40's hed. The |

cord was hanging between the beds ‘

approximately 6 10 8 inches off the floot, a

potential tripping hazard.

On 5/17/1%, R36 stated thet both she and her
nusband were able to use the sall light. Review of |
the Minimum Data Sat Assessment, dafed

) 3/28/11, revealed that R36 was coded as alert
and oriented with a BIMS (Brief Inierview for
Mental Status) score of 10. Also, R36
demonstrated it by activating the call belt in the
SUrveyor's presence.

The tacility failed to have & call light for each

F 463

'R36, R40, R52 and R33 now have |
functioning call bells placed within E
Ireach and available in bathrooms. The ‘
| pathroom cat bell for R11, R35 and 1
:RSI is now functioning. The calt bell j
for R40 and R36 was replaced with a
‘calt beil that provides a call bell to
_each individual,

: An audit of all call bells revealed no
other problems.

’iThe Nurses aide staff was in-serviced
:on reporting of call bell malfunction
;and on the correct placement of calt
1 bells in a resident room.

The Director of Maintenance will

" monitor call bell functionality as a

. companent of Maintenance audits.
Woeekly Interdisciplinary Rounds will
' also track call bell funetion and

' placement.

|

| Any variances will be reported to the
QA Committee.
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resident, R38 and R40, at the bedside in their | \
roam. On 5117711 at 2:13 PM, findings were ‘ '
zonfirmed by E2 (DON). ' !
2 Chservations on 5/16/11 &t 1:35 PM revealed - ;
that eall bells in the batr.rooms for rooms 211 and l :
213 used by R52 and R59 were non-functional.
This was confirmed by E4 (charge nurse) and

she stated {hat she would notity maintenance. :

E10 (CNA) was interviewed on 5/17/11 at 2:05PM
and she confirmed that R82 and REY were beth
physically capable of uging these bathrooms.

On 5/24/11 at 3 PM, okservation revealed that
the call bells in the bathrooms for R52 and R6S |
were working properly.

E11 (RN) stated during an interview on 5/25/11 at ;
2 PM, "We check them when we go into the
room. If 2n aide says that a ¢all bail is not i
working, they report it to the nurse who then !
reports it to maintenance”. ‘

On 5/25/17 at 2:10 PM an interview with E2Z

(Director of Nursing) and E1 (Administrator) _

confirmed that the facility does not have & system |

in place for monitoring proper functioning of cakl ! : i
bells. E1 stated, "They are ringing all the time, so
we assume that they are working”.

3. Observatons on 5/25/11 at 8:30 AM with E6
(Mainterance staff) reveated that the emergency
call bell in the bathroor used by three residents : :
in room 207 (R11, R35, R51) was nonfunctional. i _ f?
E& was obsarved pulling the bathroom call light i
cord on 5/25/11 and it did not trigger a lightor a
sound, at the nursing station pane! to alert staff
that residents needed halp. E8 confirned the
finding

FORM CHZ-TSET(02-03) Brevnous Vernisnx Otaging Evwot 15165711 Faitty 10: DEO0187 If continuation sheet Pags 36 of 68
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F 465 4B3.70(h)(1) PROCEDURES TO ENSURE |

85-F WATER AVAILABILITY

The facility must establish procecures to ensure
that water is available to essentia! areas when
there is 3 loss of normal water supply.

This REQUIREMENT is not met as evigenced

D

Eased on facility documentation review and staff .
nterview, the facifity faitec to have @ procedure
8l addressed emergency water procedures for
non potable water emergencies. Findings include: -

On 525111 at 10:40 AM, raview of the

eryergency water procedure revealed that there |
/@8 N0 water procedure for non potable water in
the event of 2 water smerjency. The procedurg
review and digtary Kitchen invoices revealed that .
in case of 5 water emergency, the tacility did

have a supply of drinking veater yet this was not
located in their emeargency water procedyres, A
revised copy of the potable water procedura was
proviged on 5/26/11. '

An interview with E18 (Food Service Dirgctor) on
3/25/11 at 12:45 PM revealed that there was an
emergency water procedurs that addressed the .
outable water that was fourd in a distary manual
managed by dietary. The book was not E
accessible to everyone and they did not use that |
for {raining, She stated that they keep 33 cases of -
% gallun containers each for al! residents in case
of emergency yet that is not documentsd
gnywhere. She stated that their vendor woulg

bring non potabie water if they asked but they had

F 466

F 466

The facility has obtained plastic,
collapsible containers (water buffalos)
for storing non-potable water in the
event of an emergency. The facility’s
Disasier Plan is amended to include
provisions for non-potable water
including immediately filling the
bathtubs and water buffalos, We have
a contract with US Foods ta provide
water, as needed.

The facility’s Disaster Plan is being
revised to include pravisions for any
type of emargency situation,

The entire staff will recejve
in-servicing on the revised Disaster : ;
Plan and be part of orientation for
new employees.

The Staff Educator or designee will
ensure proper training and availability .'
of non-potable water and any
variances will be reported to the QA |
Cammittee,
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" no information on this. E18 confirmed thatthe | ! 467 :
facility had no water emergency procedures for - 3

non potable water.

A interview with EZ (CD¥ON) on 5/26/11 confirmed
that the facility did not have a procedura for the
non potable water.
£ .57 483 70(h)(2) ADEQUATE QUTSIDE %
sg-p VENTILATION-WINDOW/MECHANIC

The facility must have adequate outside
ventilaion by means of windaws, or mechanical
ventilation, or a combination of the two.

This REQUIREMENT 's not met as evidenced
by
Based on observations and staff interviews, it
was determined that the fecility fatled to mainiain
exnaust vents in common areas such as ong

- common shower on the third floor, resident’s
bathrooms, haliways and janitor closets in :
working condition. Additionally, the facility Tailed to.
have a system in place to check the functionality
of the vents on an ongoing basis. Findings
inciude:

1. Observaiions on 5/18/11 at 11:00 AM of
resident bathrooms 101/103, 102, 1047108, and |
105/107, 108/110 revezled the exhaust venis :
were not working or exhausting air out of the

room.

Interview with E5 (Plart Operations/Maintenance :
Director) ort 5/16/11 and 5/17/11 revealed that
the belts in the motors were ity disrepair.

2 Observations on 5/75/11 at 8:30 AM revealed |

- All exhaust fans identified as
“non-functional have been repaired.

F 467 An audit of the exhaust fans has been
iconducted and all are functioning
E properly. _
| |
. The Maintenance Director has been ;
‘educated on the monitoring and need ;
, to immediate repair of exhaust vents.

Weekly Interdisciplinary Rounds will
.include checking the functionatity of

. exhaust vents.
!
.Any variances will be reported for
‘i repair and to the QA Committee.
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Cominued From page 38
the exhaus! vent in the resident bathroom was

not working and there was an odor in ihe resident

raom 207.

3 Observations an 5/25/71 at 7:00 AMwith ES
revealed the exhaust vents on the wall and the

cailing were rot working in the third fioor common ‘
showerftub reom The shower room had aurine |
smell at the time. ES corfirmed the exhaust _
vents were not working. '

4. An observation on 5/25/11 at 8:35 AM of the
janitor closet exhaust vent in the 2nd floor by the
dining room with £6 (Maintenance staff) revealec
shat it was not working. The vent was not '
exhausting the air in the room where bio
hazardous materials were stored.

5 An observation on 5/158/11 at 7:.55 AM of the
exhaust vent in the janitor closet in the kitchen
revealed that it was not working. i

An interview with a facility ventilation coalract
mechanic and with E22 {Training Coordinator/
Social Service) on 5/26/11 at 2:47 PM revealed
that the mechanic was in the process of repairing -
the exhaust vent motors He was observed
carrying motors which h2 stated were the motars
trom the shower room and the laundry. He stated,
‘It was a good thing you guys came and brought
ihese things up” On 5/25/11 in an interview, £8
stoted that they checke¢ vent filters but that they
4id not have a system {c check that the vents

were functional. .
483.75(m)(2) TRAIN ALL STAFF-EMERGENCY !
=ROCEDURES/DRILLS ;

The facility must train all empioyees in emergency,

F 46T
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Jrocedures when they peyin to work in the facility, E5i8
periodically review the piocedures with existing
siaff and carry out unannounced staff drills using : )
those procedures. o The entire staff have been re-trained
. on fire emergency procedures. A '
. i i is in place to identi ,
This REQUIREMENT is not met as evidenced | ' magnet system is in plac Ty i
oy : i resident evacuation status. Red dots
Based on dbservation and intervisw, it was are moved from inside the door frame
dstermined that the facility fa_lled to train and have . when a resident is in the room and
all employees competent n fire emergency
srocedures. Additionally, the facility failed to vain would need to be evacuated. Green
staff upon hire in all emergency procedures for dots indicate that the room is clear
six (B) qut of six (B) recertly hired staff (E7. K29, , . .
£30 E31, E32, £33) reviewed. The facility faited  and there are no residents in the ‘
10 conduct fire drills quarterly on alf shifls in the " room. t
past year. On 5/23/11 at approximately 12:54 PM, i :
5 fire drill was conducted by the facllity with the " The facility's Disaster Plan is being :
Fire Marshall present. Findings included; | . . ;
¢ P indings included { | revised to include all types of |
1 On 3/23011 a fire alarm was activaied at 12:54 ! emergencies. |
PM by E1 (acministrator) after she discovered a :
red fiashing light (signifymg @ fire) in the doorway " The entire staff has received muitiple
=f room 110. Qlysarvations ¢on the first floor during L i o5, Th
-he fire alarm revealed thai staff were observed ; In-services on fire emergancies. Ine
1ot checking doors with the backs of their hands " facility has conducted fire drilis for all
srier to entering rooms and not ali staff wers ' shifts, Drills were conducted on 5/31,
sware of the new magne: systen implemented by . » ) :
the facility. E20 (business office manager) was : 6/1, 6/2,6/6,6/7, 6/8, and 6/9. Al
npserved closing a resident door after checking . staff will be in-serviced on the revised
the resident reom from the doorway and E1 i | Disaster Plan on hire and at least ;
informed her to place the magnet on the outside | g :
of the door. After E1 left, E20 was heard asking ! ; annually. i
where the magnets come from. : :
1258 PM. 2 CNA . 4 oush i The Staff Educator or designee will
AL1Z t a was observed pushing R36 i .
roorn is next to where the simulated fire wag) : ensure that all staff has re.cewed
‘hrough the fire zone, instead of infe the stairway training on fire emergencies and the
i M. Z66 HU2.20) Provious Versions Dhames : Bvan: 056711 Fuctity 1D: DEO0187 If eontinuation ahest Page 40 of 43
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F 518 Continued From page 40

near R58's room.

At 1 PM, an ail clear was cailled. The facility never
moved R232 who was only a few doors away from
he fire. R23 was asleep in her bed the whole
dme. When £24 (head of housekaeping) was

" asked what the green magnets were for, she

stated that it meant thera was no fire in the roem, '

Staff werc observed not completely going into
resident rooms to look for fire or checking
resident bathrooms.

2. On the second floor, staff were shutting doors
to residents’ rooms. E21 (nurse supervisor) was
unable to locate the magnet for room 208 and
shut the door without placing the magnet, when

mnother staff member stated that every room had

a magnet on the inside of the door. E21 then
located and placed the magnet on the ouiside of
the door appropriately. No staff wers observed
checking the resident deors for signs of fire
before opening them, such as using the back of
their hand to detect hest, 2tc,

Subsequently, doors to rcoms 208, 210 and 212
were inftially opened to detect if there was a fire
present in the residents' room, then recpenead 1o
account for rasidenis on the census sheet,
These doors did not fully shut after being
reopened,

During a0 interview on §/23/11, E22 (Social
Worker) acknowledged that the doers had not
fully shut and immediately shuf the doors

complately. £22 had to repeztedly putl the doors .

in order to close them completely.

During the fire drill. RBS came back out of her

room, leaving her door open and sat ¢n a chair at '

F 518,

‘ Disaster Plan. Fire drills were
. congucted weekly for each shift as

' outlined in our Plan of Correction :;

dated 5/24/11. We will conduct drills :

| .
tonce a month for each shift,

Any variances wilf be reported to the

0OA Committee.

et
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F 518 Continved From page 4* _
the end of the hall next to the windows. Initially,
she sat there unnoticed by staff. After a few

- minutes, £7 (CNA) had to alert other staff that _
RE5 needed o be put back in her roorm. RG5 was |
then escorted back to her room and the door was :
closed. Twenty (20) other residents remained in
the dining roam with staff.

F 518"

Additionally, when the fire alarm sounded, the
announcament of the location was unclear to the
surveyar on the second floor,

During an ‘rferview on 5/23/11 at 3:50 PM,
findings were discussed with E1 (Administrator), |

£2 {Director of Nursing), E3 (Assistant Director of . f !
Nursing), E5 (Maintenarce Director) and E22 ;

(Social Werker). When asked what the use of
magnets signified, £2 and E22 stated that it was
io indicate whether & fire was present in that

room. The fagility failled to have a aystem in

place to denote which rooms had been evacuated
of regidents. E1 stated that the facility wotild :
immediately develop @ system using the magnsts |
to indicate the evacuation status of residents in
their ropms and that all staff would receive
additional insernvices.

3. When the code red was announced, the
location was unable o be heard by 2 surveyors | ;
who were on the 3rd floar in the hallway adjacent - .
to the loungefliving room, i

Af 72:58 PM, while the fire alarm was still

sounding, R43, a severgly coghnitively impaired
resident, was chserved opening her room door
and without closing it, ambulated fo the living :
room. R43 then sat down in an arm chalr in the ;
fiving roor, There was no staff present with this |
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resident.

At 12:56 PM. E3 (ADON) opened hear office door
and came out of her office on the 3rd floor, She
turned right and opened the fire door and walked |
into the hallway. E3 did not acknowiedge that R43
was seated in the loungefliving room or redirect .
or assist R43. At 1:00 PM, the fire drill concluded |
: and the all clear was znnounced. On 5/23/11at |
' 3:53 PM, the Administrative staff was informed of |
- the findings. ‘
. 4. Raview of the fire drills from May 2010 to May
2011 revealed that the facility failzd to conduct
fire drills quarterly for second shift, Fire drills

conducted on the 2nd shift during the 3rd quarter

of 2010 and the 1st quarter of 2011 were missing.
Staff ware not trained in fire drills during these
two quariers. or six monhs.

5. Raview of the new hire orientation checklist
revealed that six (6) out of six (6) staff (E7, E29,

E30. E31, E32, E33) had attended new hire

otientation. However, the checklist only included

*fire emergency procedures” and "evacuation

procedures”. The new hire orientation checklist

did not list other type of emergency procedures

as part of their orientation such ag migsing

person,

Adgditionally, staff training dosumentation review
revealed that missing person, of efopement,
procedures were nof covered at the time of hire
although there was evidence from documentation |
that facility does provide missing person training i
later during the hire year. Missing person '
proceduras are not reviewed with staff during the |
initial origntation. An interview with £2 (DONj o
5/25/11 confirmed that missing person ;
|

F 53]
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procedures were not revigwed with staff during
their initial orientation. The six staff included the
following:

1. BT {CNA) hired on 2/12/11 had fire and
evacuation training uporn hire only and was
missing other type emergency preparedness
training.
2. E29 (RN) hired on 5/1/11 had fira and
avacuation training upon hire only and was
missing ¢ther type emergency preparedness
- {raining.
3. £30 (CNA) hired on 2/23/11 had fire and
evgcuation fraining upon hire only and was
migsing cther iype emergency preparadness
raining.
4, E31 (CNA) hired on 3/10/11 had fire and
evacuation training upon hire only and was
rnissing other type emeargency preparedness
training.
%. E32 (Housekeeping) hired on 3/30/11 had fire |
and evacuation training ugon hire only and was
missing other type emergency preparednass ‘
training. ;
§. E33 (LPN) hired on 4/11/11 had fire and ‘
avacuation training upon hire only and was
missing other lype emergency preparedness
fraining.

Review of the facilily emergency procadures
revealed that the procedure did not include ail
fypes of emergencies apopropriate for this faciiity
such as hurricane, bomb threat, tormado, flood,
electrical and water emergencies. An interview
with the £18 (Food Service Director) on 5/25/11
revezled that the dietary manual did cover some
emergencies but that this manual was not part of |

ihe facility training for new hires.
|

TR G 2507(07.80) Pravieus Varzione Ohentate Ewwnt LD 153714
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The facility fatled to train sfaff upen hire in alf
emergency procedures, On 5/25/11, findings
were confirmed by E22 {Training
Coordinatar/Social Service).

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0354
—5 [ATEMENT OF DEFICIENCIES {(X%) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND Pl AN OF CORREC FION IDENTIFICATION NUMBER: _ COMPLETED
A. BULLING
8. WING c
‘ | BBAGZ0 | 05/26/2011
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
URSING HOME 254 WEST MAIN STREET
NEWARK MANOR N NEWARK, DE 19711
X, O SUNIMARY STATEMENT OF DEFICIENCIES B FROVIDER'S PLAN OF CORRECTION =
SREFX {EACH DEFICIENCGY MUST BE PRECEDED BY FULL PREF X {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAs REGULATCRY OR LEG IRENTIFYING INFORMATION, TAG CROSS-REFERENCED TO THE ARFROPRIATE DATE
, DEFICIENCY) _
F 518 Continued From page 44 F 518
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JAME OF FACILITY: Newark Maror DATE SURVEY COMPLETED: May 26, 2011
SECTION | STATEMENT DF DEFIGIENCIES JDMINISTRATOR'S PLAN FOR CORREGTION
Specific Deficiencies § OF DEFICIENCIES WITH ANTICIPATED
: ' DATES TO BE CORRECTED ~ - -

L . = g

The State Report incorporates by
reference and also cites the findings

specified in the Federal Report. Please refer to CMS 2567-L

o F156,f164, F208, F225, F246, F253,
An unannounced annual a}r;;d ?on;p!afint £323, F325, F374, F372, £431, F441,
survey was conducted at this facility from 63, F466 FA67, FSI18.
May 15, 2011 through May 26 2041, The | 7/29 /1
deficiencies contained in this report are

based on observation, interviews, review
of residents’ clinical records and review of
other facility documentation as indicated,
The facility census the first day of the
survey was 58. The survey Stage |l
sample totaled twenty-nine (29) residents.

01 Skilled and intermediate Care Nursing
Facllities
3201.1.0 Scope
3201.1.2 Nursing facilities shall be subject fo all

applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B,
| requirements for Long Term Cate
| _ | Facifities, and any ame¢ndments or
muodifications thereto, are heraby
; adopted as thé regulatory requirements
; for skilled and intermediate care
nursing facilities in Delaware, Subpart
B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully
set out herein. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by reference.

The requirement is not met as
evidenced by:

Cross refer to the CMS 2567-1 survey
report date completed 5/26{11, F156, e

“rovider's Signaturg //’,ﬁf/’ W’?// % /‘{";W T@éér’f/)f&é@ﬁ/ Date 7/ / / / /

!
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5TATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR'S PLAN FOR CORRECGTION
OF DEFICIENCIES WITH ANTICIPATED |
DATES TO BE CORRECTED - S

3201.7.5

F164, F208, F225, F246, F253, F323,
F325, F371, F372, F431, F441, F463,
£466, FA67 and F518.

Kitchen and Food Storage Areas

Facilities shali comply with the
Deataware Food Code.

Managing Exclusions and Restrictions

2-201.13 Removal, Adjustment, or
Retention of Exclusions and
Restrictions.

The person in charge shall adhare to the
following conditions when removing, -
adiusting, or retaining the exclusion or
resiriction of a food employee:

(A Except when a food employee is
diagnosed with an infection from
Norovirus diagnosis adjusting exclusion fo
food employee who was symptomatic and
is now asymptomatic

{2} ¥f a food employee was diagnosed with
an infection from Norovirus and excluded
as specified under Subparagraph 2-
201.12(A)(2);

(a) Restrict the food employee, who is
asymptomatic for at least 24 hours and
works in a food establishment not serving
a highly suscaptible population, untii the
conditions for reinstatement as specified
under Subparagraphs (D}(1) or (2) of this
section are met; or refaining exclusion for
food employae who was asymptomatic
and fs now asymptomatic and works in
food establishment serving HSP

{b) Retain the exclusion for the food
employee, who is asymptomatic for at
least 24 hours and works in a food
establishment that serves a highly
susceptible population, until the conditions

e
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OF DEFICIENCIES WITH ANTICIPATED
' DATES TO BE CORRECTED.

for reinstatement as specified under .

are met,

Cross refer to the CMS 2567-L survey
report date completed 5/26/11
Cross refer (o F371, Example 4.

3-301.12 Preventing

3-301.11 Preventing Contamination
fraom Hands.

(A) Foad employees shall wash thelr
hands as specified under

§ 2-301.12.

(B) Except when washing fruits and
vegetables as spacified under § 3-302.15
or as specified in Y (D} of this section, food
employees may not contact exposed,
ready-to-eat food with their bare hands
and shall use suitable utensils such as deli
tissue, spatulas, tongs, single-use gloves,
or dispensing equipment.

{C) Food employees shall minimize bare
hand and arm contact with exposed foad
that is not in a ready-to-aat form.

(D) Food employees not serving a highly
susceptible population may contact
exposed, ready-to-eat food with their bare
hands if:

(1) The permit holder obtaing prior
approvai from the regulatory authority;

{2) Written procedures are maintained In
the food establishment and made available
1o the regulatory authority upon requast
that include:

{a)} For each bare hand contact proceciure,
a listing of the specific ready-to-eat foods
that are touched by bare hands.

(b} Diagrams and other information
showing that hand-washing facilities,

Subparagraphs (D){1) or (2) of this section

installed, located, equipped, and.,
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.

...._;

Tmaintained as specitied under 3§ 5-

i 203.11, 5-204.11, 5-205.11, 8-301.11, &6-

301,12, and 6-301.14, argin an

easily accessibie location and in close

proximity to ihe work station where the

bare hand contact procedure is .

conducted; ;

{3) A written amployge heaith policy that

! details how the food establishment

complies with §§ 2-201,11, 2-201.12, and

2201.13 including:

(=) Documentation that fcod employees

and conditionai empioyaes acknowledgs

thgt they are informed 19 report

! information abeut their health and activities
as they relate to gastrointestinal symptoms

and diseases that are transmittabie

through foad as specified under

11 2-201.11¢AL

{b) Documeniaiion that food employees

and conditional employees acknowiedge

their responsibilities as apegified

under §§ 2-201_11(E) and {F), and

(¢} Documentation {nat tha person in

charge acknowledges the rasponsibilities

as specified under 2-201.11(B), (C) and

{1, and sections 2-201.12 and 2-201.13;

{4) Documantation that Jood employees

acknowledge that they have receivad

; raining W

| (a) The riske of contacting the specific

| ready-to-eat foods with bare hands,

i {b} Proper hand washing as spacified

| under § 2-301.12,

| {c} When to wash their hands as specified

tynder § 2-301 .14,

| {d) Where to wash their hands as specified

under § 2-301.15,

{e) Proper fingernail maintanance a3

specified under § 2-302.11,

{f) FProhibition of iewelry as specfied under

& 2-303.11, and

(g) Good hygienic practices as specifiad

under §52-401 11 :




B7/81/2011 18:29 3816685665 ‘ PAGE 58/52

DHSS - OLTCRP
3 Wikl Road, Suite 308

DEL AWARE HEALTH i
. Wilmington, Del 19806
AND SOCIAL SERVICES %) 577 6661
¥ Division of Long Tem Care
_F_%_csidcnts Protection  STATE SURVEY REPOR‘{ ‘ Pag e 5 of 7
JAME OF FACILITY: Newark Manor DATE SURVEY COMPLETED: May 26, 2011
T SECTION | STATEMENT DF DEFICIENCIES /DMINISTRATOR'S PLAN FOR CORRECTION
; Specific Deficiencies OF DEFICIENGIES WITH ANTICIPATED :
i DATES TO BE CORRECTED -
— . .
and 2-401.12;

(5) Documentation that hands are washed
before food preparation and as necessary
to prevent cross contamination by food
employees as specified under §§ 2-
301.11, 2-301.12, 2-301.14, and 2-301.15
during all hours of operation when the
specific ready-to-eat foods are prepared;
{8) Documentation that food employees
contacting ready-to-eat food with bare
hands use two ormore of the following
control measures to provide addiional
sgfeguards to hazards associated with
bare hand contact:

(a)} Double hand washing,

(b} Nail brushes,

{c) A hand antiseptic after hand washing
as specified under § 2-301.16,

(d) Incentive programs such as paid sick
leave that assist or encourage food
employees nat to work when they are ilf, or
{e) Other contrcl measures approved by
the regulatory authority; and

{7) Documentation that corrective action is
taken when Subparagraphs (D}(1) - (6) of
this section are not followed.

3-501.16 Potentially Hazardous Food
(Time/Temperature Conirol for Safety
Food), Hot and Cold Holding. -

(A) Except during preparation, cocking, or
¢ooling, or when time is used as the public
health control as specified under §3-
501.18, and except as specified under |
(B) and in § (C ) of this section, potentially
hazardous food (limeftemperature control
for safety food) shall be maintained:

(1) At 57°C (135°F} or above, except that
roasts cooked to a temperature and for a
time: specified in § 3-401.11(B) or reheated
as specified in  3-403.11(E) may be held
at a temperature of 54°C (130°F) or above;
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Cross refer to the CMS 2567-L survey |
report date completed 5/26/11, F371, :
examples 1, 2, 3.

5-501.15 Qutside Receptacles.

(A) Receptacles and waste handling
units for refuse, recyclables, and
returnables used with materials
containing food residue and used
outside the food establishment shalt be
! designed and constructed to have tight-
fitting lids, doors, or

: covers.

! (B) Receptacles and waste handling i
units for refuse and : '
recyclables such as an on-site i
compactor shall be Installed so :
that accumulation of debris and insect
and rodent attraction and harborage are
minimized and ¢ffective cleaning is
Tacilitated around and, if the unit is not
installed flush with the base pad, under
the unit,

Cross refer to the CMS 2567-1 survey
report date completed 5/26/11, F372.
16 Del. C.. |

Chapter 11, Mursing Staffing
Subzhapier '
Vil, 1162 {c) By January 1, 2002, the mitimum
staffing level for nursing services direct
caregivers shall not be less than the
staffing level required to provida 3.28°
hours of direct care per resident perday,
subject to Gommission recommendation
and provided that funds have been
appropriated for 3.28 hours of direct care
per resident for Madicaid eligible
reimbursement.

‘Nursing staff must be distributed in order
to meet the following minimum weekly shift
| ratios:
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|

RN/LPN CNA*
| Day 1:15 res. 1.8 res.
Evening 1:23 ' 1:10
Night 1:40 1:20

" or RN, LPN, or NAIT serving as a CNA,

(9) The time period for review and
determining compliance with the staffing
ratios under this chapter shall be one (1
week. '

Three (3) weeks of facility staffing,

covering the period of 24 April 2011

through 14 May 2011 inclusive, were

reviewed to verify compliance with

i Delaware Nursing Home Staffing Laws,
commonly known as Eagles’ Law,

jf The review consisted of data enterad on
the DLTCRP Staffing Workshests by
Newark Manor staff, and signed by the
Administrator. The seven (7) citations
hereon resulf from that work,

The law was not met as evidenced hy:

|

| Newark Manor failed to meet the 3.28
Daily Care Hours per Resident on the

: seven (7) dates below. The per resident

| Care hours attained by the provider on

i each day are parenthiesed.

i 1. Sunday, 24 April 2011 (3.18),

! - Saturday, 30 April 2014 (3.25).

[ 3. Sunday, 1 May 2011 (3.21).
Friday, & May 2011 (3,26),

Saturday, 7 May 201 (3.25).

- Sunday, 8 May 2011 (3.20).

7. Saturday, 14 May 2011 (3.24),

—_—

S en AL R

1

The facility is in full compliance with
3.28 hours of direct care.

There were no deficient staffing issues
found. Additional staff was added and
remained scheduled,

The Director of Nursing, who
schedules the Nursing staff, received
additional education calculating
staffing and meeting staffing
requirements. ‘

The Adrmipistrator will monitor
staffing weekly and will report any
variances to the QA Committee.

|




